
forms/registration/created 1/2020 lah  

revised 01/15/2026 
 

            
 

 
 

Please provide a Driver’s License or Picture Identification card, along with 
current insurance cards and any copay due at time of service 

 
Interpreter Status   Do you require an interpreter?  [  ] Yes   [  ]No 
 
Last Name: ___________________________First Name: ___________________________ 

First name used: _______________________ Middle name, suffix_____________________ 

Previous Name (last, first): ____________________________________________________ 

Legal Sex:  (  ) Male  (  ) Female      Date of Birth: ____/____/_____   

Social Security Number: ________________ Mother’s maiden name: _________________  

Patient Home Address: _______________________________________________________ 

Mailing Address: ____________________________________________________________ 

City________________________________State_______________Zip_________________  

Email: ___________________________________________@________________________ 

Access to Patient Portal: [  ] Yes   [  ] No       

Patient Phone:  Cell (       ) _______-________     

 Consent to call - cell [  ] Yes  [   ] No     Consent to text   [  ] Yes  [   ] No   

Home Phone (      )_____-______       Work Phone (      ) _____- ______        

Contact preference: [  ] Home    [  ] Cell    [  ] Work   [  ] Mail   [  ] Portal 

Pharmacy: ______________ Address: ___________________City __________State______ 

Pharmacy Phone:(    )________-____________ 

Driver’s License Number: ____________________State _________Expiration Date______                  

PATIENT REGISTRATION FORM 
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Patient Name: __________________________________Date of Birth___________________ 
*************************************************************************** 
For Data Collections Purposes Only; Rural Health, Inc. is required to report the following data for all patients.  
Rural Health, Inc. reports this information anonymously and the information you provide will not affect your 
payment amount. 
 

Language spoken (mark all that apply)  
[ ] English  [ ]Spanish  [ ]Other                           [ ] Decline to Disclose 
 

Race [ ] African American  [ ]American Indian  [ ] American Indian or Alaska Native  [ ]Asian            
[ ]Black  [ ]Black or African  American  [ ]Native Hawaiian  [ ] Other Race [  ] White  [ ] Decline to 
Disclose 
 

Ethnicity [ ] Central American [ ] Cuban [ ] Dominican [ ]Hispanic or Latino [ ] Mexican                    
[ ]Not Hispanic or Latino [ ] Puerto Rican [ ] South American [ ] Spaniard  [ ] Declined to Disclose  
 

Marital Status  [ ]Unknown  [ ]Married  [ ]Single  [ ]Divorced  [ ]Separated  [ ]Widowed           
[ ]Partner 
 

Assigned sex at birth   [ ]Male   [ ]Female   [ ]Choose not to disclose   [ ]Unknown 
 

Pronouns   [ ]he/him    [ ]she/her    [ ]they/them 
 

Homebound   [ ]Yes    [ ]No 
Homebound if defined as; needing help of another person or medical equipment such as crutches, a walker, or 
a wheelchair to leave your home, or your doctor believes that your health or illness could get worse if you leave 

your home. 
 

Agricultural Worker   [ ]Yes     [ ]No     [ ]Patient Declined    *Migrant/Seasonal Status  
[ ] Migrant (A person/dependent whose principle employment has been in agriculture within  
The 24 months and has had to establish a temporary home for the purpose of such employment) 
[ ] Seasonal (A person/dependent whose principle employment has been in agriculture on a 
seasonal basis and has not had to establish a temporary home for the purpose of such 
employment) 
 

Homeless Status   [ ]Yes   [ ]No   [ ] Patient Declined   [ ]Doubling up   [ ]Homeless Shelter   
[ ]Street   [ ]Transitional   [ ]Other   [ ]Unknown 
 

Veteran Status   [ ]Yes   [ ]No   [ ]Patient Declined 
 

Housing Status   [ ]Public Housing   [ ]Not in Public Housing   [ ]Patient Declined 
 

How did you hear about us?  [ ] Advertising   [ ] Primary Care Physician  [ ] Specialist 
Physician [ ]Word of Mouth  [ ]Patient in the Practice   [ ]Hospital    [ ]Insurance Company       
[ ]Existing Patient    [ ]Other  please specify if other_________________________________  
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 Patient Name: __________________________________Date of Birth___________________ 
 
 Employer Information 
 

Patient’s Employer                

Address       

City  State   Zip    

Phone Number               Occupation:                        

 

Employment Status:  [ ]Full Time    [ ]Part Time     [ ]Retired     [ ]Student     [ ]Other 
 

Emergency Contact  

Name:  ______________________________________________________________________ 

Relationship to Patient:                        Emergency Contact Number: (      )             -                  

 

  Next of Kin  
  

 Name:                                         Relationship:                Phone: (      )               -                   
 
Guardian  
    
Last name: __________________________________________________________________ 

            
 First name: ___________________________________Middle name, suffix_______________ 
 
 
RESPONSIBLE PARTY INFORMATION (Guarantor) Person to be billed, if other than the patient  

   
RELATIONSHIP TO PATIENT    [  ] Self (skip to next section)   [  ] Spouse   [  ] Parent   [  ] Other 
 

 Last Name: ___________________________ First Name: ___________________________ 

 SSN#: ____-_____-_____     Date of Birth: ___/___/____    Gender: [ ] Male   [ ]Female 

 Address (if different from above): ________________________________________________ 

 City: _________ State: ________Zip Code: ________   

 Home Phone:(    ) _____-______   Cell Phone:(    )_____-______  Work Phone:(    )____-_____ 

 Employer: ____________________________  Address ________________________________ 

 City:__________________ State:___________ Zip___________
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Patient Name: _____________________________________Date of Birth______________ 
 
MEDICAL *  INSURANCE INFORMATION 
  [  ] No Insurance  [  ]Medicaid/Illinois/MCO  [  ]Medicare  [  ]Other (Private/Commercial)  [  ] Slide Fee Program 

 PRIMARY INSURANCE  

  Patient’s Relationship to Policy Holder: [ ] Self  [ ]Spouse  [ ]Child  [ ]Other 

  Plan Name: ________________________________ Policy Number: ___________________ 

  Group Number:  ___________ Policy Holder Name: ________________________________  

Policy Holder SSN#: ______-______-______ Policy Holders Date of Birth: _____________     
Effective Date (if known): ________________ Co-pay Amount $____________   
Employer:____________________________________ Phone: (     )______-_______ 

 Employer Address_____________________________ City: ________ State: ___ Zip: _____ 

 SECONDARY  INSURANCE 

  [ ] None-skip to next section  [ ]Medicaid/Illinois/MCO  [ ]Medicare  [ ]Other (Private/Commercial)    

  Patient’s Relationship to Policy Holder: [ ] Self   [ ]Spouse   [ ]Child   [ ]Other 

  Plan Name: _______________________________ Policy Number: ___________________ 

  Group Number: ___________ Policy Holder Name: _______________________________  

Policy Holder SSN#: _____ -______-______ Policy Holders Date of Birth: ____________     
Employer: ___________________________________ Phone: (     )______-_______ 

  
DENTAL *  INSURANCE INFORMATION 
  [  ] No Insurance  [  ]Medicaid/Illinois/MCO  [  ]Medicare  [  ]Other (Private/Commercial)  [  ] Slide Fee Program 

 PRIMARY  INSURANCE  

o Patient’s Relationship to Policy Holder: [ ] Self  [ ]Spouse  [ ]Child  [ ]Other 

  Plan Name: ________________________________ Policy Number: ___________________ 

  Group Number: ____________ Policy Holder Name: _______________________________  

Policy Holder SSN#: ______-______-______ Policy Holders Date of Birth: ____________     
Effective Date (if known): _______________  Co-pay Amount $____________   
Employer:____________________________________ Phone: (     )______-_______ 

 Employer Address_____________________________ City: ________ State: ___Zip: ____ 

 SECONDARY   INSURANCE 
  [ ] None-skip to next section  [ ]Medicaid/Illinois/MCO  [ ] Medicare  [ ] Other (Private/Commercial)    

o Patient’s Relationship to Policy Holder: [ ] Self   [ ]Spouse   [ ]Child   [ ]Other 

  Plan Name: ________________________________ Policy Number: ___________________ 

  Group Number: ___________ Policy Holder Name:    _______________________________  

Policy Holder SSN#: ______-______-______ Policy Holders Date of Birth: ____________     
Employer: ___________________________________ Phone: (     )______-_______ 
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Patient Name:___________________________________Date of Birth:_______________________ 
 
____ I received the Sliding Fee Application 
 
____ I declined the Sliding Fee Application 
 
_______________________________________________________________ _________________________ 
 
Patient or Guardian Signature (please sign)    Date 
 
 
_______________________________________________________________ _________________________ 
 
RHI Personnel Signature       Date 
  

 
             INCOME INFORMATION 

 
                  Income Information – required by federal government to better serve our community 

 
                This is not an application for the Sliding Fee Program 

 
             

                State your household income in one of the following categories listed below 
 

                     [  ] Choose not to provide household income 
2026 

 

Please tell us about your family income:   Find your family size in the far-left column,  
                                                                       Then, go across that same line and circle your Estimated annual household income. 

 

 Family 

Size 

Level A <100% of 
Poverty level 

1-100% 

Level B1 <125% of 
Poverty level 

101-125% 

Level B2 <150% of 
Poverty Level 
126 to 150% 

Level B3 <175% of 
Poverty Level 
151 to 175% 

Level B4 <200% of 
Poverty Level 
176 to 200% 

Level C >200% of 
Poverty Level 

Over 200% 

  

 1 $0 to $15,960 $15,960.01 to $19,950.00 $19,950.01 to $23,940.00 $23,940.01 to $27,930.00 $27,930.01 to $31,920.00 $31,920.01 and over 
 2 $0 to $21,640 $21,640.01 to $27,050.00 $27,050.01 to $32,460.00 $32,460.01 to $37,870.00 $37,870.01 to $43,280.00 $43,280.01 and over 
 3 $0 to $27,320 $27,320.01 to $31,150.00 $31,150.01 to $40,980.00 $40,980.01 to $47,810.00 $47,810.01 to $54,640.00 $54,640.01 and over 
  

4 
 

$0 to $33,000 
 

$33,000.01 to $41,250.00 
 

$41,250.01 to $49,500.00 
 

$49,500.01 to $57,750.00 
 

$57,750.01 to $66,000.00 $66,000.01 and over 
 5 $0 to $38,680 $38,680.01 to $48,350.00 $48,350.01 to $58,020.00 $58,020.01 to $67,690.00 $67,690.01 to $77,360.00 $77,360.01 and over 
 6 $0 to $44,360 $44,360.01 to $55,450.00 $55,450.01 to $66,640.00 $66,640.01 to $77,630.00 $77,630.01 to $88,720.00 $88,720.01 and over 
 7 $0 to $50,040 $50,040.01 to $62,550.00 $62,550.01 to $75,060.00 $75,060.01 to $87,570.00 $87,570.01 to $100,080.00                    $100,080.01 and over 
  

8 
 

$0 to $55,720 
 

$55,720.01 to $69,650.00 
 

$69,650.01 to $83,580.00 
 

$83,580.01 to $97,510.00 
 
         $97,510.01 to $111,440.00                    $111,440.01 and over 

 For a family size greater than 8, for each additional family member, add the following to the upper limit 
 

 9+ $5,680.00 $5,680.01 to $7,100.00 $7,100.01- $8,520.00 $8,520.01 - $9,940.00 $9,940.01 - $11,360.00 $11,360.01 and over 

 

 
If an income is circled in the Column C range, we thank you for taking the time to complete this form. 

 Please give this form to the receptionist. 
 

If an income is circled in the Column A or B1 or B2 or B3 or B4, 
 you may qualify for discounted medical and dental services. 

 
 
 

PLEASE ASK RECEPTIONIST FOR A SLIDE FEE APPLICATION 
 

Internal Use: *Patient Service Representative: if a patient’s income qualifies for A, B1, B2, B3 or B4, please provide patient with a Slide Fee Application 
APPLICATION PROVIDED TO PATIENT _________                                        OFFICE USE ONLY 

                              Qualify for sliding fee discounts?  [    ] YES  [   ] NO                
 Patient Declined to Apply___________________              [  ] <100% [  ] <125%  [  ]  <150%  [  ]  <175%  [  ] <200% 


























